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Gentlemen,
—

You will remember that in my
lecture on Bright's disease last week I presented one

patient who was passing an unusually large amount of
urine. After the lecture I learned that this was due
to a great extent to the diuretic remedies that he was

taking, although without the aid of these the quantity
was very considerable. You will thus see that a dif-
ferent treatment has been pursued here from that
which was adopted by the physician whom I met in
consultation in a case of Bright's disease, and who, you
will remember, had actually been endeavoring to di-
minish the quantity of urine which his patient was

passing.
To-day I will show you first a case of tuberculous

laryngitis by way of contrast to the one of syphilitic
laryngitis which I had the pleasure of recently present-
ing before the class. Afterward I have a case of ad-
vanced phthisis to bring before you, in which the phys-
ical signs of cavity and solidification of the lung can be
studied with great advantage, and finally, I will intro-
duce a patient suffering from abdominal dropsy depend-
ent upon cirrhosis of the liver, upon whom the opera-
tion of paracentesis will be performed in your presence.

TUBERCULOUS LARYNGITIS.

Here, then, is our first patient. When, in reply to
my questions, he tells me that he lost his voice about
two months since, atid that this occurred not suddenly,
but gradually, you perceive at once that he has apho-
nia, and you notice that the attempt to speak is at-
tended with a visible effort. The latter point distin-
guishes it from paralytic aphonia, in which there is no
effort in speaking, and the fact that the trouble has
come on gradually distinguishes it from nervous apho-
nia, in which the voice is often lost quite suddenly,
and as suddenly recovered. The aphonia here, how-
ever, has the saine general characteristics as that due
to syphilis, which you saw in the other patient. The
diagnosis between the two affections is to bo made
from the past history and the concomitant features of
the case. In the former patient there was a distinct
history of syphilis, while repeated examinations of the
chest failed to detect any disease in the lungs. In the
present case, on the other hand, there is well-marked
tuberculous disease of the lungs, aud the past history
shows that the pulmonary trouble commenced before
that in the larynx. Long ago the precedence, in point
of time, of the tuberculous deposit in the larynx was
established as the rule, although this sequence has re-

cently been doubted in certain quarters. Personally I
believe that, with possibly a very rare exception, this
is always the case, and it may be that in some in-
stances where the larynx appears to be affected first
the tuberculous deposit in the lungs is so small that it
may altogether escape detection until after the laryn-
geal affection has been recognized. In this patient
there is no difficulty whatever in determining the pres-
ence of disease in the lungs, aud also the fact that it

1 Specially reported for the Journal.

has existed for a considerable time, while the trouble
iu the larynx, as you have heard, is quite recent. A
glance at this man's pallid and emaciated face shows
that he is suffering from some grave, wasting disease,
and an examination of the chest at once reveals dull-
ness on percussion, feeble respiratory murmur, and
more or less broncho-vesicular respiration at the sum-
mit of the right lung. In this case at least the pulmo-
nary disease preceded the laryngeal. The young man
has bad a cough for over six months, and says lie has
emaciated for more than three months, while it is only
two months since the loss of voice, which has gradu-
ally become complete, commenced.

In regard to tuberculous laryngitis, there is one

point of practical importance to which I will call your
attention before dismissing the patient. It is this, that
the laryngitis, unless it should interfere with alimenta-
tion, does not render the prognosis of the pulmonary
tuberculosis more unfavorable than if it were not pres-
ent, so that, as a rule, the patient stands just as good
a chance of recovery, or of the disease being held in
abeyance, whether thi3 complication is present or not.
I have arrived at this conclusion after quite an exten-
sive experience, and therefore I give it to you with
considerable confidence.
ADVANCED PHTniSIS WITH WELL-MASKED PHYSICAL

SIGNS.

Our next patient is a female, well on in life, who is
suffering from advanced phthisis, there being a cavity
at the summit of the left lung, and around this the
evidences of solidification. I will not take up your
time by reading the history of the case, which would
offer but little of interest, but I propose at once to de-
scribe the physical signs, which are characteristic of
the condition mentioned, and which are remarkably
well shown here. The patient is rather feeble, but
though now in bed she is not confined to the bed all
the time, but sits up a portion of every day.

If you direct your eyes to the chest from above
downward, and compare the two sides, you will find it
very evident that there is a shrinkage of the lung on
the left side, and a corresponding sinking in of the
chest wall. When the patient makes forced respira-
tion you perceive that the left side is comparatively
motionless. We have thus the evidence of diminished
volume and diminished expansion of the left lung at
the apex. From the lack of mobility we may also in-
fer the existence of old pleuritic adhesions. So much
for inspection. When we practice percussion at a cer-
tain part of the left apex, which I now indicate, we

get amphoric tympanitis, and on auscultation at this
spot there is found to be cavernous respiration. Just
below this point we get well-marked bronchial respira-
tion, and it will therefore, perhaps, be well for me to
enumerate the characters which distinguish these two
signs. In studying physical diagnosis I may remark,
in passing, it is very important that the learner should
first get a clear and definite appreciation of the differ-
ent signs before he attempts to verify them in the sub-
ject. It was a no less distinguished diaguostician than
Skoda who declared that there was no appreciable
difference between cavernous and bronchial respiration,
and to this day all the German authorities adhere to
the same opinion. I hardly know how to account for
the latter fact unless it is that their reverence for the
weight of authority forbids them to dispute such a
dictum. Notwithstanding this, however, it is certainly
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true that there are no two signs in the whole range of
physical diagnosis that are more readily distinguisha-
ble than these, and if our brethren on the other side
of the Atlantic had been a little more willing to learn
from American teachers, they would not have remained
in error so long on this point. What, then, are the
special characteristics of these two signs ? In cav-
ernous respiration inspiration is blowing and low in
pitch, while expiration has the same quality with a

still lower pitch. Sometimes there is a slight musical
intonation, and this, when present, is another charac-
teristic point. In bronchial respiration, on the other
hand, both the inspiratory and expiratory sounds have
a quality which the word tubular distinctly defines, and
both are high iu pitch. If there is any difference in
pitch the latter is higher than the former.

Now as to the vocal sounds. When there is a cav-

ity there is intense vocal resonance ; but, with the ex-

ception of the intensity, the sound does not differ from
that of normal vocal resonance, its quality being un-
altered. When there is solidification, however, we

get broiichophony instead of this, and the same is true
with the whispered voice. Like the respiratory mur-
mur it is high-pitched and tubular, while cavernous
whispering is low-pitched and hollow in tone. In this
case we have within a small space the evidences of a

cavity, of complete solidification, and of less marked
solidification ; and the signs of each of these condi-
tions are perfectly clear and distinct. It is always
well to remember, however, that cavernous sounds
vary somewhat at different times, according to the ac-
cumulation of morbid products in the cavity.

ASCITES DUE TO CIRRHOSIS OF THE LIVER.

Some of you may remember this patient, who was

brought before the class during the winter course.
His inline is Henry R. ; he is fifty years of age, a na-
tive of Germany, and a waterman by occupation. He
was admitted to the hospital nine months ago. He
says he has been in the habit of drinking whiskey, but
not daily. Iu the spring of 1878, or four years ago,
he first noticed the enlargement of his abdomen.
About the same time he found that his strength was

diminishing, while he was often dizzy and short of
breath. The bowels were constipated, and a little later
there were well-marked symptoms of jaundice. There
were no haemorrhages from the stomach or bowels, as
is not infrequently the case in cirrhosis of the liver.
In April, 1879, he was admitted to the hospital, and all
the signs of Huid in the peritonaeum were then pres-
ent. The ascites diminished under treatment, how-
ever, and he was discharged. Somewhat later he was
readmitted with an increased accumulation of fluid,and on the 7th of August, 1879, he was tupped, when
308 ounces of serum w.ere withdrawn. On November
28, 1879, he was tapped again, and 114 ounces re-
moved. On the 23d of December 88 ounces, and on
the Gth of January, 1880, 254 ounces, were withdrawn.
Between that date and May 1st he was tapped three
times, over 800 ounces being withdrawn. Within
six months, it will thus be seen, he was tapped no less
than six times. After this he was able to return to
his work, and the fluid did not accumulate so rapidly.
Such an improvement as this is not infrequently met
with, and in some instances the fluid never returns
after repeated tappings. The reason probably is that
while these tappiugs are being made from time to time

there is a chance to afford the patient the benefit of
change of diet and healthful surroundings. I believe
that it is advisable and important to tap whenever the
fluid accumulates in sufficiently large quantity to cause
the patient suffering or inconvenience.

After the last tapping mentioned, which was in
April, 1880, this patient got along very well without
any tapping until July, 1881, when he entered the
hospital again. Thus, we see that after having been
tapped no less than six times in six months he actually
went fifteen months without any need of tapping. It
is probable that during this latter period he returned
to his old habits of intemperance. The record states
that it was found that the liver was diminished in size,
while the spleen was enlarged. The specific gravity
of the urine was 1017, and it contained no albumen. On
the 13th of July, 1881, he was tapped again, and 534
ounces of fluid withdrawn. He then went without
tupping until October Gth, when 427 ounces were with-
drawn. Since then, the date of the last tapping, the
fluid has accumulated, very slowly, and the patienthas been quite comfortable most of the time.

This case is an instructive one, then, since it shows
the soundness of tapping as soon as the fluid in the
peritonaeum has accumulated to a sufficient extent to
cause inconvenience in respiration, movements of the
body, alimentation, etc. This is in direct opposition to
the teaching that has prevailed until very recently, and
that is still maintained by many of the highest author-
ities. It is, however, the practice which I have recom-
mended for the last twenty-five years, and I do not
hesitate to say that the more cases I see the more am
I impressed with its advantageousness. It is, more-
over, a very important practical point, as regards the
future of the case, because it not only adds materially
to the comfort of the patient, but has a direct effect in
prolonging life.

We are now ready to go on with the operation of
paracentesis, which will be performed by the house-
physician ; and before the trocar is inserted into the
abdominal walls local anaesthesia will be produced by
means of the convenient ether spray. In connection
with this case I may mention another which I remem-
ber seeing some time ago, and which presented quite
a curious appearance. The patient, having been tapped
a number of times, had been thought)« to be entirely
well, as the fluid showed no tendency to return for a
long time ; but at last it came back, and, curiouslyenough, occasioned a marked bulging at all the pointswhere the tappings had been previously made.

At the completion of the paracentesis to-day I shall
be glad lo meet any of the members of the senior
class who may desire to come in the wards, where they
will have an opportunity of personally verifying the
various signs of which I have spoken in connection
with the patient suffering from advanced phthisis.

—

An unirritating antiseptic dressing used in some
of the Paris hospitals for superficial wounds as w< II
as for eczema aud intertrigo is the following : Finely
powdered boracic acid 6, vaseline 30; to this may be
added balsam of Peru 0.5. This, though cheaper and
more easily made than Lister's ointment of wax, paraf-
fine, oil, and boracic acid, is, perhaps, not better than
the carbolic cosmoline employed in some of the hospi-
tals in this city.
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